Introduction
In the US, about half of all pregnancies are unintended and nearly half of these pregnancies end in abortion [1] . Unintended birth is a public health concern because women with an unintended pregnancy are less likely to seek timely prenatal care and are more likely to consume alcohol, tobacco or other drugs during pregnancy than women with an intended pregnancy [2, 3] . Smoking and drinking during pregnancy are associated with low birth weight, pre-term birth, stillbirth, Sudden Infant Death Syndrome and Fetal Alcohol Syndrome [4] . There is also evidence that unintended birth may adversely impact women's education and career attainment [5] [6] [7] . Additionally, children resulting from unintended pregnancies may have poorer academic and health outcomes than children resulting from an intended pregnancy [3, 8, 9] .
In the US, the prevalence of unintended pregnancy is highest in young, low-income, and minority women [1] . Among US states, Texas has one of the highest unintended pregnancy rates (62 pregnancies per 1,000 women aged 15-44 in 2006 [10] versus 52 pregnancies per 1,000 women nationally [1] ). Texas also has a higher fertility rate than the US overall (70/1,000 vs. 63/1,000) and has the fifth highest teenage (ages 15-19 years) fertility rate among US states [11] . In 2010, Hispanic women in Texas, who account for 20 % of all Hispanic births in the US, had higher fertility (86.8 births per 1,000 women aged 15-44) compared to non-Hispanic white (62.1 births per 1,000 women) and non-Hispanic black women (64.0 births per 1,000 women in Texas [11, 12] .
Studies in Hispanic populations have found that cultural factors, including country of residence and country of birth, are associated with the prevalence of unintended birth [13, 14] . In a nationally representative study, prevalence was 27 % higher among US-born Hispanic women than foreign-born Hispanics [13] . In a study of women who gave birth in the Brownsville-Matamoros communities along the Texas-Mexico border, the proportion of unintended birth was 22 % more prevalent among US residents than among Mexican residents [14] . Furthermore, an analysis of US Hispanic adolescents from the National Longitudinal Survey of Youth found that nativity was strongly associated with contraceptive use and other reproductive health behaviors [15] . Little is known about the role of nativity in unintended birth prevalence among Texas Hispanics, however. Proximity to the US-Mexico border [16] and language [15, 17] are also associated with adverse reproductive health outcomes, such as preterm birth [16] and early sexual initiation [17] . However, neither border residence nor language has been well studied in relation to unintended birth. The current study examined known risk factors for unintended birth, such as age and marital status, as well as cultural factors that may be important in the Texas Hispanic population, including border residency, language and nativity.
Methods

Dataset and Sample
In this analysis of cross-sectional data we used the 2009 and 2010 Texas Pregnancy Risk Assessment Monitoring System (PRAMS) datasets [18] . The PRAMS system, funded in part by the Centers for Disease Control and Prevention (CDC), gathers state-specific, population-based data on maternal experiences and attitudes before, during, and after pregnancy [18] . A stratified sample of women who have had a recent live birth is drawn from each state's birth certificate file every month and the women are surveyed two to four months after they have given birth. The data are collected by questionnaire or by telephone (for mail non-respondents) and from the birth certificate and are weighted for sample design, nonresponse, and non-coverage [19] . The combined 2009 and 2010 Texas PRAMS surveys, which had response rates of 67 and 65 % respectively, yielded a sample of 1,287 Hispanic women [18] . In 2010, Texas PRAMS included an oversample of births in the 32 counties closest to the US-Mexico border [18] , enabling the examination of border region residence in relation to unintended birth. The study protocol was reviewed and approved by the Texas Department of State Health Services and the University of Texas School of Public Health.
Variables
The main outcome of interest, birth intention, was derived from the following PRAMS question: ''Thinking back to just before you got pregnant with your new baby, how did you feel about becoming pregnant?'' Possible responses were: ''(a) I wanted to become pregnant sooner, (b) I wanted to become pregnant later, (c) I wanted to be pregnant then, or (d) I did not want to be pregnant then or at any time in the future''. Women who chose response option 'b' (mistimed) or 'd' (unwanted) were considered to have an unintended birth and those who chose 'a' or 'c' were considered to have an intended birth. Covariates used in this analysis included demographic, lifestyle and partner characteristics. We examined nine maternal demographic variables, including age-group (12) (13) (14) (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) (25) (26) (27) (28) (29) or C30 years), educational attainment (\high school, high school, or [high school), household income (\$10,000/ year, $10,000-$24,999/year, or [$25,000/year), parity (1 or C2), border county residence (border or non-border), marital status at the time of birth (married or not married), insurance 1 month before pregnancy (private, public or none), questionnaire/interview language (English or Spanish), and nativity (US, Mexico or other); five lifestyle variables, including Body Mass Index (BMI) (underweight, normal, overweight, or obese), smoked 3 months before conception (yes or no), drank alcohol 3 months before conception (yes or no), psychological stressors experienced within 12 months before birth (0, 1-2, 3-5 or 6-13 stressors), and physical abuse experienced within 12 months before pregnancy (yes or no); and three partner characteristics, including ethnicity (Hispanic or non-Hispanic), nativity (US-born or foreign-born) and age relative to maternal age (\maternal age, \5 years older or C5 years older).
Border residence was defined as living in one of Texas' 32 border counties versus one of the 222 non-border counties [12] . Private and military health insurance were classified as private insurance and Medicaid and Texas Health Steps as public insurance. Psychological stressors included the following events: family member ill, divorce, moved to new address, homelessness, partner lost a job, personal loss of job, frequent arguments with partner, partner said he did not want pregnancy, could not pay bills, experienced a physical fight, partner went to jail, someone close had a drug problem, and someone close died. Most variables had fewer than 3 % missing values. For variables with more than 3 % missing values we considered 'missing' as a separate analysis category.
In the adjusted analysis, several variables were collapsed into dichotomous variables or analyzed as a continuous variable. Because the proportions of unintended birth were similar among women aged 20-29 years and those aged C30 years, these two age categories were combined into a single age group (C20 years). A history of experiencing psychological stressors within 12 months before birth was treated as a continuous variable in the model in order to observe how each additional stressor affected the women's prevalence odds ratio for unintended birth. Nativity variables for women and their partners were recoded into dichotomous variables (US-born or foreign-born) due to small numbers of individuals born in countries other than the US or Mexico and similar proportions of unintended birth for Mexican and 'Other' nativity classifications.
Data Analysis
We calculated weighted percentages and 95 % CIs for each sample characteristic and determined statistical significance of each characteristic in relation to birth intention using a Chi square p value of \.05. Crude and adjusted prevalence odds ratios (POR) for unintended birth were calculated using multivariable logistic regression techniques. Adjusted models included all variables that were statistically significant in the bivariate analysis. To determine whether these associations differed by maternal nativity, we constructed separate models for US and foreign-born women. We conducted all analyses with SAS 9.3 and used the proc survey procedure to adjust for study design variables.
Results
About half of births to Hispanic women in Texas during
2009 and 2010 were unintended (Table 1) . Among the unintended births, 80 % (502/625) resulted from mistimed pregnancies and 20 % (123/625) from unwanted pregnancies. More than one-third of the women had not graduated from high school, reported an annual household income below $10,000 and did not have health insurance prior to pregnancy. Among cultural characteristics, women's nativity was split evenly between the US and elsewhere, with the majority of foreign-born women (84.5 %, weighted percent) born in Mexico. Nearly half of surveyed Hispanic women (46.1 %) completed the survey in Spanish and less than one-third of the women were border county residents. Experiencing at least one psychological stressor was reported by three of every four women in the 12 months before giving birth. The majority of the women's partners were Hispanic and among those for whom partner nativity was known, close to half (44.3 %, data not shown) were born in Mexico.
Demographic characteristics related to unintended birth included maternal age, marital status, insurance, language and nativity ( Table 2 ). Unintended birth among teenage participants was more than 50 % [(70.7-45 %)/45 %] higher than unintended birth in older age groups. The proportion of unintended birth was nearly 40 % [(57.7-41.5 %)/41.5 %] higher among unmarried women than among married women. Women without health insurance prior to pregnancy and those who had public insurance prior to pregnancy had proportions of unintended birth 29 % [(52.4-40.6 %)/ 40.6 %] and 50 % [(60.7-40.6 %)/40.6 %] higher, respectively, than women who had private health insurance prior to pregnancy. Women who completed the survey in English had a higher proportion of unintended birth (54.8 %) than women who completed the survey in Spanish (43.3 %). Similarly, women who were born in the US had a higher prevalence of unintended births (57.7 %) than women who were born in Mexico or another country (41.6 and 40.9 %, respectively). No statistically significant difference was observed in the proportions of unintended birth between border and non-border residents.
Participants who reported experiencing 1-2, 3-5 and 6-13 psychological stressors had a higher proportion of unintended birth (48.7, 55.4, and 71.1 %, respectively) than those who reported no psychologically stressful events (39.2 %). Women with missing information for abuse before pregnancy had significantly greater percentages of unintended birth (68.9 %) than women who reported not being abused (47.4 %). Similarly, women with missing partner nativity and women with missing partner age information had higher proportions of unintended birth than women with non-missing information for these variables. Because women with missing partner age information were the same women as those with missing partner nativity (data not shown), we excluded partner's age difference from further analyses.
When all significant characteristics were considered simultaneously, only maternal age, marital status, insurance, maternal nativity and psychological stressors were significantly related to unintended birth (Table 3) . Women Unmarried as compared to married women (POR = 1.5, CI = 1.04-2.0) and women without insurance as compared to those with private insurance (POR = 1.8, CI = 1.2-2.5) also had significantly higher odds of unintended birth. USborn women had a POR of 1.6 (CI = 1.01-2.5) compared to foreign-born women. For every additional stressful event women experienced in the year prior to giving birth, the odds of having an unintended birth increased by 15 %. Among foreign-born women only insurance and paternal nativity were significantly related to unintended birth (Table 4) . Foreign-born women without insurance had a POR of 2.3 (CI = 1.4-3.9) for unintended birth compared to foreign-born women with private insurance; those with public insurance also had an elevated POR (2.7), but it lacked statistical significance. Women for whom partner nativity was missing had a POR of 2.2 (CI = 1.1-4.4) compared to foreign-born women with a foreign-born partner. By contrast, among US-born women maternal age, marital status, and psychological stressors, were significantly associated with unintended birth. US-born women aged 12-19 years had more than twice the odds of unintended birth compared to women aged 20 years or older (POR = 2.3, CI = 1.1-4.8). Unmarried women had a POR of 1.9 (CI = 1.2-3.2) compared to women who were married at the time of birth. Finally, among US-born women, the odds of having an unintended birth increased 25 % for each psychologically stressful event experienced in the 12 months before birth.
Discussion
To our knowledge, this is the first study to describe unintended birth in the Texas Hispanic population. This study provides evidence that the likelihood of births resulting from unintended pregnancy among Texas Hispanics (50 %) is higher than in the US Hispanic population (43 %) [20] . (This difference may be underestimated since the national figure for unintended births among Hispanics does not exclude the state of Texas.) After taking known risk factors into account, births to US-born Hispanic women in Texas are 60 % more likely to be unintended than births to foreign-born Hispanic women. This study's findings provide information that may be useful for the design of interventions to prevent unintended pregnancy in Texas. Consistent with past studies of unintended pregnancy [1, 20] we found that young, single and uninsured Hispanic women are at greater risk of unintended birth than older, married and privately-insured women. Our finding that women without insurance have a greater prevalence of unintended birth than women with private insurance may indicate unmet need for family planning services in Texas, especially among adolescents, who are not eligible to receive certain family planning services from publicly funded centers without parental consent [21] and foreign-born women. Although the POR for unintended birth among women with public insurance did not reach statistical significance, few foreign-born women reported having public insurance (N = 35). Different from some past findings for US Hispanic and other women [1, 20] , our study did not find education or income to be an important indicator of unintended birth in the Texas Hispanic population. However, large proportions of study women had less than a high school education and a household income \$15,000 and this disproportionality may have prevented us from observing differences associated with these two variables.
Consistent with past studies [22, 23] , our study found a positive relationship between the number of recent stressful events experienced and unintended birth. Nevertheless, because our study and past studies used data that was collected retrospectively, it is impossible to know whether it is the experience of a psychologically stressful event that increases the odds of having an unintended birth or whether having an unintended birth increases the odds of reporting such an event. It is also possible that the women misreported the number of stressors they experienced. In addition, the 12-month reference period for the question that collects information about stressful events in PRAMS includes the entire period of pregnancy; some of the stressors reported almost certainly occurred after conception rather than before. To the extent that the experience of a stressor may have impacted prevalence of unintended birth in our study, the relationship appears to be limited to unintended birth in US-born mothers. If true, this difference between US-born and foreign-born women suggests that cultural or other factors not measured in this study may influence how women in different nativity groups cope with or report psychological stressors [24, 25] . Extensive literature on Hispanic populations demonstrates that cultural factors, including language and nativity, have important relationships with reproductive health outcomes [17, [26] [27] [28] [29] [30] . Since measures for language and nativity are available in PRAMS, we were able to examine these factors in relation to unintended birth. Although maternal nativity, paternal nativity and language were significant covariates in the bivariate analysis, only maternal nativity remained statistically significant when all three were considered simultaneously. These three variables were tested for collinearity using the variable inflation factor (VIF) and none had a VIF [2.0. In other studies [17, 26, 30] of reproductive health, language has remained a significant covariate even after adjustment for cultural factors such as nativity and generation status; however, some of these studies used more complex measures of language than the one used in this study. A nationally representative study conducted with mothers of a cohort of children born in 2001 [13] found that US born Hispanic women had a significantly higher proportion of unintended birth (52.5 %) than foreign-born Hispanic women (41.4 %). The difference between US-born and foreignborn women observed in that study was similar to the difference obtained in our analysis. The higher proportion of unintended birth among the US-born Hispanics in Texas compared to the unintended birth prevalence among USborn Hispanics nationally [13] may reflect state differences in socioeconomic factors, sex education or access to family planning services [31] .
Unintended pregnancy or birth may not have the same meaning or implications for all racial/ethnic and cultural groups [24, 32] and this is supported by the variations in birth intention observed between US-born and foreign-born women in our study. Literature reveals that reproductive behaviors among Hispanic women are influenced by a variety of factors including religion [24] , family values [33] and gender-roles, such as machismo and marianismo [34] . Some of these factors could influence reporting of birth intention and could explain the variations in unintended birth that we found between US-born and foreignborn Hispanics in Texas. Nativity may be a better proxy measurement for some of these other cultural factors than border proximity, which could explain why we observed no difference in unintended birth prevalence between border county residents and non-border county women. Furthermore, studies of the level of acculturation in Hispanic populations, commonly measured by language, nativity or generation status, have pointed to reproductive behaviors that could explain unintended birth prevalence differences between US-born and foreign-born Hispanic women. For example, findings have shown that while less acculturated Hispanic women are less likely to use contraception [17] , they are also more likely to delay sexual initiation [15, 30] and less likely to have multiple sex partners [30] compared to more acculturated Hispanic women. Analyzing additional pre-pregnancy and reproductive behaviors and/ or health outcomes by birth intention in this population could enhance our understanding of the observed differences in unintended birth among US born and foreign-born Hispanics. Additionally, measures of pregnancy intention that include questions about pregnancy planning and a couple's emotions before and during pregnancy could aid our understanding of the meaning of unintended pregnancy and unintended birth in different nativity groups [24, 35] . Our study findings are subject to some limitations. Because PRAMS women were interviewed 2-4 months after giving birth, the data are subject to recall bias and other threats to internal validity that are inherent in self-reported survey data. These threats are especially true for our main outcome of interest, unintended birth, because women who have had 2-4 months with their infant may be less likely to report that the baby was unwanted or mistimed, resulting in an underestimation of unintended birth and factors associated with it. The PRAMs data are also limited to pregnancies that have ended in the birth of a live-born infant and thus not representative of women with induced or spontaneous abortions or who deliver a stillborn infant. Despite these limitations, PRAMS data are an important resource and can be used to inform a broad range of state maternal and child health programs and policies [36] . Efforts to prevent unintended births and their consequences in Texas, including the incurrence of substantial economic costs [37] , may increase efficiency by focusing on Hispanic women who are young, single, uninsured and born in the US. 
